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 U 000 INITIAL COMMENTS  U 000

This Statement of Deficiencies was generated as 

a result of the initial State Licensure survey 

conducted at your facility on 6/3/10.  

The survey was conducted using Nevada 

Administrative Code (NAC) 449, Facilities For 

Care Of Adults During The Day, regulations 

adopted by the Nevada State Board of Health on 

June 23, 1986.

The facility has applied for a license as a 40-client 

Adult Day Care Facility.  The census at the time 

of the survey was zero.   One (1) sample resident 

file was reviewed and two employee files were 

reviewed.  

The facility was found to be in substantial 

compliance with the regulations regarding this 

survey.  No further action is necessary 

concerning this report.  

Please retain this copy for your records.

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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